Objective. In 1989 a Dutch national guideline on (imminent) miscarriage was developed for use in general practice. A prospective recording study was carried out to determine how the patients evaluated the care they received from general practitioners (GPs) and midwives who agreed to adhere to this (imminent) miscarriage guideline and to determine the aspects that influence this evaluation.
dissatisfied with the medical care when they had not received enough information, were not taken seriously, or when there was no follow-up care after the miscarriage.
In The Netherlands, prenatal and postnatal care takes place mainly in primary health care settings, and is provided by independent midwives and GPs. Only high-risk patients are referred to an obstetrician. Symptoms of (imminent) miscarriage are generally not considered to be an indication for obstetric referral. Therefore, in a case of (imminent) miscarriage the woman will either see her GP or the midwife. In 1989 a national guideline on (imminent) miscarriage in general practice was introduced, providing GPs with recommendations for responsible diagnostic and therapeutic management [18] . Although it was developed for GPs, it also applies to and is used by midwives [19] . The fundamental assumption in the guideline is that a miscarriage is a selfregulating process. There is general agreement that therapeutic measures are of no value in (imminent) miscarriage. The guideline therefore proposes a 'wait-and-see' policy in the case of an uncomplicated (imminent) miscarriage and recommends allowing events to take their normal course. Providing information and guidance are considered to be essential aspects [20] . Furthermore, the guideline advises reticence in respect of ultrasound scans and referral to obstetricians (for curettage).
Research on the feasibility of this guideline among GPs and midwives showed that many deviated from it when patients requested a different policy [21] [22] [23] . This especially applied to ultrasound scans and referral to an obstetrician, which the guideline advises against. In reaction to the publication of a research report in which the referral motives of GPs and midwives were compared with the (imminent) miscarriage guideline, there was much criticism, in particular with regard to the recommendation not to use ultrasound scans [24] [25] [26] [27] . It was stated that nowadays women want and should have an ultrasound scan if there are symptoms of (imminent) miscarriage, and that reticence in this respect is old-fashioned. However, to the best of our knowledge, no research is available on this subject. We do not know to what extent the patients' views and wishes concerning the policy for (imminent) miscarriage are in accordance with the recommendations of the (imminent) miscarriage guideline. After having studied the feasibility of the guideline according to GPs and midwives [21] [22] [23] , in this paper we will concentrate on the opinions of patients by addressing the following questions:
(1) what care do patients expect from the GP or the midwife for (imminent) miscarriage, and is this in accordance with the (imminent) miscarriage guideline? (2) what aspects of care or factors influence a patient's evaluation of the care provided by the GP or midwife who adheres to the (imminent) miscarriage guideline?
Methods

Subjects and procedure
In 1993 and 1994 two prospective recording studies took place; in 1993 75 GPs and in 1994 43 midwives, all of whom accepted the (imminent) miscarriage guideline, were asked to adhere to this guideline for 12 months [22, 23] . All GPs and midwives received training before the study started, the GPs from a GP, and the midwives from a registered midwife/ tutor. The guideline was sent to the midwives beforehand. Furthermore, they were asked to prepare two case histories and to discuss several cases from their own practice. During the training all the recommendations were discussed, including their scientific justification. A great deal of time was spent on discussing the midwives' customary management of (imminent) miscarriage. Strategies for adherence were discussed in cases in which the actual management seemed to differ from the policy outlined in the guideline. During the 12-month period, the GPs and midwives recorded all patients with symptoms of (imminent) miscarriage. All patients with blood loss or pain before 16 weeks of gestation, or with other symptoms which might indicate (imminent) miscarriage, such as not feeling pregnant any more, fear of having a miscarriage or no fetal heartbeat on a routine ultrasound scan, were included. Only new episodes were recorded. The GPs and the midwives asked each patient to participate in the study and to keep a structured diary for 4 weeks, recording every contact they had with the care provider because of their (imminent) miscarriage. Every time a patient contacted the GP, the midwife or, if she had been referred, the obstetrician, she recorded this in the diary. The contacts could have been initiated either by the care provider or by the patient herself. After 4 weeks all patients completed an evaluation form pertaining to the entire episode.
Variables
Personal characteristics
Immediately following the first contact, the patient completed questions in the diary relating to her personal characteristics, i.e. her age, level of education, duration of the wish to conceive, knowledge about the percentage of miscarriages occurring in early pregnancy, knowing other women who had experienced miscarriage.
Medical characteristics
Also immediately after the first contact, the patient completed questions in the diary relating to her obstetric history, i.e. duration of the pregnancy, duration of the complaints, previous experience of miscarriage and whether she had children.
Characteristics relating to the contacts Immediately after each contact, the patient completed the following questions/aspects in the diary:
• the duration of the contact; • the patient's opinion about the performance of the GP or the midwife with regard to five aspects (yes/no). These aspects were: the GP/midwife knew the right treatment; the GP/midwife spent enough time with me; the G P / midwife put me at ease; the GP/midwife gave a good explanation; and the GP/midwife consulted me on what should be done;
• the patient's expectations to have an ultrasound scan or to be referred (yes/no) and whether this had actually happened (yes/no); • the patient's opinion of the GP's or midwife's empathy and support. This was measured on the basis of nine Likert-type statements (four-point scale ranging from totally disagree to totally agree). Examples of these items are: the GP/midwife was responsive to my anxieties and emotions; the GP/midwife paid a great deal of attention to my emotions; the GP/midwife did not pay much personal attention to me; and the GP/midwife encouraged me to ask questions; • information and instructions received from the GP/midwife with regard to eight items (yes/no). Examples of these items are: information about the cause; development and possible treatment of the symptoms; information about the physical and emotional reactions; and advice and instructions on what to do; • the patient's 'unfulfilled wishes' relating to the care received were assessed on the basis of three items (yes/no). These items were: wanted more information; wanted specific diagnostics; and wanted referral to an obstetrician; • open questions in which the patient was invited to describe which aspects of the care could be improved. Four weeks after the first contact with the GP or the midwife, every patient completed an evaluation form concerning the care she had received from the GP or midwife during the previous 4 weeks on the basis of a score ranging from very bad (1) to excellent (10) . Again, in open questions, the patient was invited to describe her wishes concerning the care she had hoped to receive and how the care could be improved.
Analyses
Patients who had not completed the evaluation in the diary were excluded from the analyses. This also applied to patients whose reports failed to list two or more of the contacts that the GP or midwife had recorded. Scales were developed for the patient's opinion on performance, on empathy and support, and on information and instructions based on confirmatory factor analysis; the reliability of these scales in terms of Cronbach's a were 0.63, 0.81 and 0.69, respectively. Total scores per scale were calculated by adding up the scores for all questions/items and dividing them by the number of questions/items answered. Because the number of contacts differed per patient some corrections were made. To correct for the number of contacts per patient, mean scores for the scales were computed, divided by the number of contacts which had taken place. The ranges of the mean scale scores for opinion on performance, on empathy and support, and on information and instructions were 0-1, 1-4, and 0-1, respectively. A low scale score means that on average the patient had not received, for example, much information during the 4 weeks. We investigated the way in which each of the items relating to unfulfilled wishes was related to the evaluation score. For the three individual items relating to unfulfilled wishes, total scores were computed per item by calculating the score for each individual contact (range = 0^t). A score of 4 means that the patient wanted, for example, to be referred during all four contacts. We used the same method to compute the total duration of all contacts (range = 1-12). The diagnosis, as reported by the GP or midwife at the last contact, was taken into account. It was determined whether the patient had had an ultrasound scan or was referred during at least one of the contacts. Finally, we calculated the number of times there was a discrepancy between the patient's expectations and the care actually provided with regard to ultrasound scans and referrals (range = 0-4), i.e. when the patient expected to have an ultrasound scan or a referral but did not get it. For all independent variables, the bivariate association with the evaluation score was first determined, using Pearson's correlations, one-way ANOVA, /-tests, and x 2 -tests. All comparisons were two-sided, as we had no clear hypotheses about the direction of some relationships. Subsequently, linear regression was applied to determine the association between the patient's evaluation score and the personal, medical and contact characteristics. Only the variables that had a significant bivariate association with the evaluation score were entered in the linear regression. A stepwise method was used, and a P-value lower than 0.05 was considered to be statistically significant.
Results
The GPs and midwives recorded 407 patients. A total of 265 patients returned the diary and completed the first contact. The reasons for not returning the diary were: unknown (# = 60), language problems (# = 26), GP/midwife forgot to hand out diary («= 18), too burdensome (#=18), lack of time (# = 14) and, second (imminent) miscarriage during record period (# = 6). Of the 265 patients, we excluded 58 from the analyses because they had not completed the evaluation in the diary. Another seven were excluded because they failed to report two or more of the contacts recorded by the GP or by the midwife. Thus, the actual number of patients included in the analyses was 200. The breakdown in terms of age showed that the patients included in the analyses were older than those excluded (Table 1 ). The groups did not differ with regard to medical characteristics, except for the diagnosis; in the group of excluded patients more women had been given a diagnosis of intact pregnancy. Finally, the patients included in the study had more contacts as compared with those excluded.
The patients included in the study were older than the national population of pregnant women (% 2 -test, P< 0.001), but did not differ in respect of the number of children they had (% 2 -test) [28] . No data are available at national level relating the percentage of women who have a miscarriage with their age. The number of patients who also recorded a second, third and fourth contact in the diary were 165, 87 and 32, respectively. 
Expectations of patients compared with recommendations in the guideline
The symptoms of (imminent) miscarriage were thought to be an emergency by more than half of the patients (55%). The mean time between the start of the symptoms and the contact with the GP or midwife was 41 hours [95% confidence interval (CI) = 96-180]. Table 2 shows the patients' expectations of the GP or midwife at the first contact and the care actually provided. These expectations are not in accordance with the recommendations of the (imminent) miscarriage guideline. This especially applies to the ultrasound scan policy and, to a lesser degree, to physical examinations and referral to an obstetrician. According to the patients themselves, 22% had had an ultrasound scan and 15% had been referred to an obstetrician after the first contact. At the first contact 29% and 18% of the patients respectively, expected to have an ultrasound scan or to be referred, but were not given either. With regard to the entire episode, 35% and 27% of the patients, respectively, expected to have an ultrasound scan or a referral during at least one of the contacts, but were not given either. In accordance with the guideline, most patients said they had received information at the first contact about the process of (imminent) miscarriage and had also received further instructions (Table 3) .
Regarding the patients' unfulfilled wishes at the first contact, 16% said they would have liked to have received more information, mainly about what to do in case of a miscarriage, e.g. what to do with the foetus; about the cause of the miscarriage; when to be sure of the diagnosis; what the physical reactions would be. Furthermore, 15% had hoped for more diagnostics, mainly an ultrasound scan (10% of all patients), and 12% said they had wanted to be referred to an obstetrician.
Evaluation of care received and influence of personal, medical and contact characteristics
The majority of patients thought the GP or midwife had been empathetic and supportive. The mean score on the scale for empathy and support on all contacts was 3.6 (95% CI = 1.72-3.48). The mean scores on the scales for opinion on performance and information and instructions during all contacts were 0.89 (95% CI = 0.55-1.23) and 0.69 (95% CI = 0.23-1.15) respectively. Most patients reported that they had been involved in the decision about what should be done, 1 Recommended in the (imminent) miscarriage guideline. 2 The GP/midwife is recommended to pay attention to the patient's emotional reactions. 3 Recommended in the (imminent) misscarriage guideline if the patient asks about it.
and had received information about the process of (imminent) miscarriage. In the final evaluation after the entire episode of care, 20% (# = 40) of the patients reported that the care provided by the GP or midwife could be improved. Remarks included: giving more information about the process of (imminent) miscarriage (#=12); being more empathetic (# = 11); ordering an ultrasound scan or making a referral (# = 9); giving (more) care or counselling after the miscarriage took place (# = 6); taking more time during the contacts (# = 4); improving the communication and collaboration with other care providers (# = 2); creating more privacy (# = 1). Table 4 shows how each of the personal, medical and contact characteristics was related to the evaluation score. Most contact characteristics were associated with the evaluation score. However, no association was found with having had an ultrasound scan or having been referred, or with the discrepancy between the patient's expectations and the care actually provided with regard to ultrasound scans and referrals. Patients who were given a diagnosis of miscarriage gave a higher evaluation score (8.5) than those with an intact pregnancy (8.0). Furthermore, there was an association between the type of care provider and the evaluation score; the midwives received a score of 8.7 (SD = 1.1; range = 3-10) from their patients, compared with 8.2 (SD = 1.3; range = 3-10) for the GPs. The sex and age of the care provider were not significandy associated with the evaluation score (/-test, Pearson's correlation). As for the personal and medical characteristics, only the level of education and the duration of the wish to conceive were negatively associated with the evaluation score. Table 5 shows the results of linear regression analysis. Only the characteristics relating to the contacts appeared to be significant predictors for the evaluation score; none of the personal or medical characteristics were significant predictors of the evaluation score. The opinion on performance was first entered in the regression analysis, and accounted for most of the variance in the evaluation score (34%). Empathy and support, the total duration of the contacts and wanting a referral accounted for another 6% of the variance in the evaluation score. In total, these four variables could explain 41% of the variance in the evaluation score. Empathy and support was the most important explanation variable in the regression equation (|3 = 0.46).
Although many variables had a significant bivariate association with the evaluation score they did not appear to be significant predictors of the evaluation score, in comparison with the other variables that were entered in the regression analysis. In the case of the care provider (GP or midwife), this was due to the fact that the total duration of the contacts, followed by the total number of contacts, explained more of the variance in the evaluation score than the actual care provider.
Discussion
The results of our study partially support the supposition that for (imminent) miscarriage many patients want to have an ultrasound scan or want to be referred. Indeed, at the first contact many patients do expect to have an ultrasound scan (46%) or to be referred (28%), although the national guideline for primary care on (imminent) miscarriage advises against this. However, when evaluating the care received from the GP or midwife, expecting or actually having had an ultrasound scan or a referral seem to be of minor importance to the patients. The same applies to the discrepancy between the expectations of the patients and the actual care provided with regard to these two aspects. Factors such as empathy and support, putting the patient at ease, involving the patient in the decision making, and the time spent with the patient seem to be much more important predictors of the patient's evaluation of the care received. One exception is that patients who wanted to be referred but were not, gave lower evaluation scores. The results of this study support the (imminent) miscarriage guideline which stresses the importance of good guidance and information. They are also in line with the results of other studies showing that women were dissatisfied when they felt that they were not taken seriously, when they had not received enough information, or when their distress and grief were not discussed [3, 15, 17] . The results also show that the patients were mainly satisfied with the care they had received from their GP or midwife, giving high evaluation scores (8.2 and 8.7 respectively). However, the answers to the open questions show that the care could still be improved: 20% of the patients felt that it could be improved mainly by the provision of more information, more empathy and ultrasound scans.
Some critical observations should be made about this research. The research data are probably not representative for The Netherlands as a whole. In the first place, the GPs and midwives who recorded the patients were selected because they accepted and agreed to adhere to the (imminent) miscarriage guideline. However, this is of minor importance because we wanted to determine the patients' evaluation of the care provided by GPs and midwives who adhered to this guideline. Secondly, we do not know whether the patients who were excluded from the analyses made a biased evaluation, because they were younger, had fewer contacts, and were more often given a diagnosis of intact pregnancy, compared with the patients who were included in the analyses. The diagnosis (miscarriage) and the total number of contacts were positively related to the evaluation score. This implies that the evaluation score might have been lower if all patients had been included in the analyses. Thirdly, doubts have been expressed as to the adequacy of expectations in explaining patient satisfaction [29] [30] [31] . We do not know whether this explains the fact that no relationship was found between the expectations of the patients and the actual care provided. Finally, the results concern only patients who were treated according to the (imminent) miscarriage guideline; we have no information about the patients' evaluation in cases where the guideline is not adhered to.
What recommendations can be given to GPs and midwives as a result of the findings of this study? Firstly, GPs and midwives should (continue to) pay a great deal of attention to the patient's feelings, be empathetic and supportive, involve her in the decision making, give good and complete information, and take a lot of time with the patient. Secondly, an ultrasound or referral to an obstetrician certainly meets the expectations of many patients, and can help them to put their mind at rest. However, this alone is not enough. Patients indicate that the other aspects mentioned above are much more important in the care they (would like to) receive, and should therefore always be taken into consideration, even when an ultrasound scan is performed or a referral is made.
